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normal circulation of lymph from the peritoneum through
the stomata of the diaphragmjto the pleural cavities. The
reoent investigations of surgeons In connexion with the
treatment of diffuse perltonitis have shown that the main
cause of subphrentc accumulations is gravitation. As a
patient lies flat upon his back in bed the posterior ex-
tremity of his subphrenic spaces are only separated from
the mattress by the skin, the ribs, and the dhaphragm.
which together do not make up much more than i in. of
tissues. The pouch of Douglas, or the reoto-vesical pouch
In the male, in a similar way, are only separated from the
mattress by the skin, the coccyx, and the width of the
flattened rectum. Between these two dependent, poucbes
the thick muscles and tissues of the loins, with the kidney
and the perinephric fat, ris as two elevated mounds.
When the general peritoneum is infected a profuse flow of
serum is poured out, and this gramvitates upwards Into the
eubphrenlc spaces, and,downwards into the pelvic, pouch.
If the patient is well propped up on pillows, or is sup-
ported by an efficient bed-rest (Fowler's position, Fig. 14)
this fluid will run from beneath the diaphragm over the
loin mound into the pelvic pouch, from which it may be
drawn off by a tube passed to the bottom of that fossa
from a puncture above the pubes. This method is only
effeetive in preventing subphrenic abscesees whilst the
exudate is diffased. When it Is shut in and localized
special measures must be adopted to evacuate it.
The Miro.organsmns found in the Pus of Twelve Subphrenic

Abiceises.
The examination of the pus was carried out in the

Pathological Department of the London Hospitallby
Dr. William Bnlloch.

Sterile ... ... ... ... ... 3 oases.
Bacillus colf communis ... ... 3
Staphylococcus aureu8 ... 2
Streptoooccus ... ... 1 caSe.
Pneumocooous ... ... ... ... 1
Bacillus pyocyaneus ... ... 1,
Bacillus typhosus ... ... 1

Many other mioro-organisms have been recorded by other
writers. The Bursting of Su6phrexic Absesses.
Twenty-three of 76 cases raptured spontaneously. They were

distributed as follows:
Into a bronchus ... ... ... 4 cases.
Into the pleura (right) ... ... ... 2
Into the pleura (left) ... ... ... 3 ,

Into the general peritoneum ... .. . 1 case.
Into the stomach ... ... ... 8 cases.
Into the intestine ... .... ... 1 case.
Into the colon ... ... 2 cases.
Through the skiD, one at the u'mbilicus
and another in the right hypochor-
drium ... ... ... 2 ,,

Some of these cases demonstrate the possibility of a natural
cure, but experience shows how extremely rare this is.

The Age rf 75 Cafes of Subphreaie Abscess.
I have- arranged 75 cases of subphrenic abscess In

whtch the age was stated in decades, and the result is as
follows:

0-10 10-20 2C-30 3C-40 40-50 5C-S0 60-70
6 5 29 15 13 6 1
The curve is no doubt due to the age incidence of the

chief causes-namely, gastric ulcer, appendicitis, and
hepatic suppurations, which, as already stated, account for
two-thirds of the cases.

The Sex of 76 Cases of Subphrenic Abscss.
Of the series of 76 cases of subphrenic abscess at the

L6ndon Hospital, 1900-7, 43 were males (56.6 per cent.),
and 33 were females (43.4 per cent.), Eo that Fex does not
appear to exercsle any grfat influence.

(To be,oontiesued.)

THE German Roentgen Ray Society will hold its fourth
Oongrebs at Berlin on April 26th under the presidency of
Dr. Gocht of Halle. The principal eubject on the pro-
gramme is the value of radiography in the early diagnosis
of pulmonary consumption;* the discussion will be intro-
duced by reports from Professors Rieder of Munich, and
Krause of Jena. An exhibition, partly of a historical
character, will be held in connexion with the Congrees.
TJhe Secretary is Dr. Immelmann, 72, Ltitzowetrasse,
Berlin, W. 35.
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THE common opinion of medical men in this country Is
that a good deal more light requires to be thrown on the
remittent fevers of India. We get a number of cases
which, for want of a better diagnosis, we call malarial or
non-malarial remittent fever, simple continued fever,
atypical, typhoid, etc. Of late many attempts have been
made to determine how many of these are Malta fever, or
forms of paratyphoid. The writers have not been able to
find that the. latter two designations embrace a large
number of the many cases of remittent or intermittent
fevers that have sbown no malarial parasites and have
not yielded to the administration of qulnine. Moreover,
the cases do not show the marked symptoms of enteric
or the signs of Malta fever. The writers maintain that a
large proportion of the cases, now iudefinitely classified,
will be cleared up by the recognition of the cause as an
acute invasion of the tubercle bacillus, and, that this
bacillus is found during the perlod of fever, and for a long
time isubsequentJy, to be excreted with the urine. The
diagnosis, therefore, rests, upon their detection In this
fluid. The clinical asgos after some experience will, how-
ever, enable the practitioner to make his diagnosis, as
these signs are sufficiently well marked, even should he
be without a laboratory to assist him.
There Is a continued period of pyrexia of a remittent

or intermittent type, lasting from. a week to four weeks
or more; the liver is often enlarged, the spleen not so;
the bowels are conatipated, generally obstinately. The
abdomen shows some amount, of meteorism, though this
never reaches the extent seen in enteric fever. Vomiting
and nausea are marked though not continuouo. The most
distinguishing feature of this fever is pain and tendemess
in the epigastrium, and it is on this that special stress
must be Jatd in order to assist in the differential diagnosi.
Some cases bave acute exacerbations of pain, othera only
tenderness, which, if It be associated with hepatic enlarge-
ment, makes the diagnosti from liver absoess very dif-
ficult; but the detection of tubercle bacilli. in the urine
clears up all doubt. The mind Is clear, generally remark.
ably so, except that when the temperature is high there
may be some delirium at night. It is interesting to note
that patients after recovery give a very clear account of
their illness, mentioning the temperatures and symptoms,
thu contrasting wlth the mental confusion of the-typhoid
state-making the memory of the illneEs a blank.. The
initial enlargement of the spleen in enteric contrasts
with the want of enlargement in acute tuberculous fever.
The tongue is furred, but its condition does not remind
one of the " typhoid tongue." The skin Is dry and. hot;
there are no hectic or malarial sweats. The. urine is
highly-coloured and contains no albumen. The writers
think that this fever is completely recoverable from, and
also maintain that it marks the launching of the -patient
on a tuberculous career. It is .the beginning of a loDg
period of ill health of an indefinite kind-dyspepsia of
a flatulent type, relapses of fever, periods of general
depression with a temperature below normal if frequently
and carefully taken, a loes in weight, and in some cases
anaemia., This general maAaise Js not continuous; the
condition is varied by periods of good health. rrac-
titioners have been apt to consider this as due to Indian
climate and conditions, and recommend a change to
Europe or the hills; in fact, just the class of case that
does improve under this treatment, and improve im-
mensely, perhaps never to recur.
Another set of cases develop obvious tuterculosis-

tubercie of the urga, kidneye, etc. The initial acute
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tuberculous fever has long been forgotten, or is called
malaria, or what not, and not associated with the
tuberculous manifestation. The writers have been sur-
prized at the frequency of this acute fever iu the history
of cases of obvious tuberculosis, not merely among
Indians but also among Europeans. We do not maintain
thatin- all cases of tubercle a historr of this fever
found; but, as there is often a history of irregular
fever resembling malaria, we feel the necessity cf further
investigation to clear up the point in how far an invasion
of tuberole bacilli without evident local manifestation can
produce Irregular fever long before the local disease. In
our acute tuberculous fever the existence of the ab-
dominal symptoms-namely, epigastric pain. and tender-
ness, vomiting, constipation, and meteoriEm-points to the
probable invasion through the alimentary canal. The
writers dissociate the attack from the peritoneum, and It
is not- to be confounded with tuberculous peritonitis-
there is little In common. Whether this invasioni f the
alimentary canal is due to an entry of the taberele bacilli
from outside, orintto the blood' from a pre- existing, focus
lnside the body,is not a point on which we feel capable
of dogmatizing at present. We suggest, however, that
the'infeetion probably takes place from the alimentary
canal, and not by an irruption of tubercle bacilli from a

pro.exsxting focusinto a blood vessel, or Into the thoracic
duct or receptaculum chyli, as happensin acute miliary
tuberculosis; and the difference In the mode of infection
perhaps accounts for our disease being milder and much
less fatal than the other.
*One point the writers wish to stateis their impreesion
that the mortality is low, and does not drift into acute
milary tuberculosis, which is practically the only form of
acute tuberculosis found In Earope, so far as they know.
Professor Cornet,in his work. on tuberculosis, describes
the typholddtl type of acute miliary tuberculosis; butIt
is anything but a picture of the acute tuberculous fever
we have under consideration. Acute generalized tuber-
culosis, as described by English and Continental wrlters,
is a disease of such variable clinical featureso with such
a high mortality, that we have failed to recognize it In

our cases of acute tuberculous fever, whose signs and
symptoms are of a more constant and Invariable nature,
and whose mortality by contrast appears to be low.
A question for further Investigation is the reason for

this acute tuberculous fever being found in India and not
in Europe. The remittent fevers of England are few,
and their diagnosis and classification clear; not so in
India. We have always felt there were other causes
behind the scenes, besides' the malarial p3rasites, the
BaSilus typhosus, the paratyphoid variety, the Micrococus
melitenii, the Amoeba coli, the staphylococci and strepto-
cocci of septicaemia and suppuration, and yet we could
not say what. We now maintain that the tubercle bacillus
is one of these, and a very important and widespread

factor. Itis admitted that there is a large class of fever
cases of an unknown nature, which have been labelled
" non-malarial remittent fever " or " continued fever "-

for example, see Dr. A. Crombie's scheme of unclassified
fevers ofIadia put before the British Medical Association
In 1898 '-and whichin practice are diagnosed as malarial
fevers with the qualifying term of " typho- or remittent."
They do not yield to heroic doses of quinine. Some

prefer to call them enteric, but neither does the clinical

picture nor Widal's test jutstify the diagnosie. The writers

have seen many such cases in which no malarial parasites

or pigment in the leucocytes were found, and in whtch
Widal's test for typhoid and paratyphoid gave negative
results. The direct evidence of the presence of tuber-

culosis in our fever cases was supplied by the detection
of the tubercle bacillus in the urine; and this is our

important point.
The technique followed was that given in the textbooks,

but it was found that some considerable practice and skill
were necessary before we were able to attain a certain
proficiency, and we feel that a casual examiner is unlikely
to detect the bacillus. We would point out the importanee
of a good centrifuge, the washing of the deposit in dis-

tilled water once or twice to ensure fixation, and the use
of egg albumen-to failitate this. The Zlehl-carbol-fuchsin
is the method of staining we have used, with a final

methylene-blue (lightly done) as a counter-stain. There is,

moreover, the elimination of other acid-fast bacilli whieh
take and retain the purple stain. Dr. Coles in his work on

clinical bacteriology exacts certain stringent tests-
namely, the exposure of the smear tosixteen hours of a
25 per cent.sulphuric acid solution, and to Pappenheim's
mixture(without methylene-blue)for Dot less than four
hours, for the purpoes of eliminating all the other known
acid-fast bacilli. This weinvariably do, and out results are,
postive. Tests on guinea-pigs are now being carried out,
but it Is a method requlring some time for confirmation.
We hope soon to publish our results, and moreover, to,
find out whether we are dealing with live or dead;
bacilli.
We feel convinced that there exists a tuberculous

cachexia, not only as the sequela of acute tuberculous.
fever, but coming on gradually, and manifestingitself by
indefinite malaise. Its detection depends on the examina-
tion for tubercle bacilliin the urine. This stage Is pro-
bably the preeursor of an evident tuberculous disease,
suckr as affections of lunge, kidneys, bones, or abdominal
organs. As far as our experience goes this cachexia
exists alongwith a low opsonic index, anditis therefore
important to raise this in order to effect a cure.
The following cases are of interest as Illustrations of

acute tuberculous fever.
CASE I.

An officer (European, aged 37) in the Indian Telegraph De-
partment was transferred to the care of one of us after twenty-
six days of continuous fever ranging between 1010 and 1020.
His mind was quite clear, hisskin dry and hot. The abdomen
was slightly distended, and pain existed in the epigastrium,
with tenderness on pressure. It was associated with vomiting
in the early part of hislllnese, and at the time we saw him he
suffered from nausea and disinclination to take food. The.
bowels were constipated, and resisted doses of calomel until
these were Increased to 4 grains a day. The tongue was
moderately furred, There was no enlargement of the liver, no
cough, no headache. The condition was exactly what has
often been diagnosed as simple continued fever, buttabercle
bacilli were detected in the urine. On the thirty-first day the
temperature dropped to normal, continuing, with slight
evening rises, for some days. Convalescence was gradual. He,
was put under tuberculinR. with marked benefit. I may add
that his blood had been tested for Widal's reaction for
typhoid and paratyphoid with negative results. His history4
previous to his illness was good, except that five months
before he had had headache on and off for three weeks or so.

CASE II.
The brother-of an Indianprince, aged 23, called one of-us to

see him. On examination it was found that he had been
suffering from continuous fever for sixteen days, accompsnied
by pain in the epigastrium and some vomiting in thecom-
meneement of his illness. The bowels were constipated,
tongue furred, abdomen a little distended. He had hadJlarge
doses of quinine and diaphoretics. His urine oD examination
proved to contain numbers of tubercle bacilli. The diagnosis
was then obvious,and he was put under tuberculin R. On the
twentieth day his temperature became normal, and his con-
valescence began. This has been uninterrupted.

CASE III.
Within a week his wife fell ill with high fever, ranging

between 102c F. and 1030 F. and touching 1040 F. On the
eighth day she came under our treatment. Her symptoms
were exactly the same as those of her husband, excepting that
the prostration was greater, and she had some catarrh of the
larger bronchi. The urine contain tubercle bacilli. Her pro-
gress towards recovery was good ;-on the seventeenth day her
temperature became normal. One injection of tuberculin R.
was given on the ninth day of the disease. In thiR case the
pain and tenderness in the epigastrium was marked, and
the bowels were obstinately constipated, accompanied by
meteorism, but not excessive. Vomiting was also a featue
early in the attack. Her skin was fair; some roseate spots
resembling those of enteric were noted in the back.

CASE IV.
An Indian civilian (Englishman, aged 40) called one of us to

see him, having had fever for twenty days ; it began acutely,
the itemperature rising to 1030 on the first day, with vomiting,
and 1020 on the second; after that a slow subsidenee took
place, and for ten days he had a rise in the evening to 1000 or
a little under, dropping to normal in the morning. He had
taken large doses of quinine without effect. The bowels were
consttpated, but that was -his usual habit. When the illness
began he had some stools which he called dysenteric. On the
twentieth dayhis urine was examined and found tocontaim
tuberole bciLl- hi numbers. His history is particularly in-
teresting,, arsi-shows that he has probably been tubercuilous
for at least nine years. At that time he had an attack of so-
called malarial fever, which from time to time has relapsed;
but these relapses have been few and characterized by a long
continuation of a " low fever," which he has shaken off with'
difficulty, in spite of large doses of quinine. As a rule his
health has been excellent, but at times he has had attacks-o
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sudden and unaccountable malaise, lasting perhaps a week,
and remedied by hard exercise. This is interesting as pointing
to the probable rise of the opsonic index by this means. His
case is one that would be called due to climate, malaria, etc.
He is not anaemic generally, and is a peoullarly athletic and
muscular man, well known on all fields of Indian eport. One
point he tells us is that he is always more or less tender about
the epigastrium, which has been put down to "Iliver"
although he has lost weight during his recent illness his
physique is neither spare nor thin, contrasting with some of
our otner cases of tuberculons cachexia.

CASE V.
R., a Brahmin clerk, aged 19 years, admitted into the

Charitable Hospital, Indore, on Ootober 26th, 1907.
Previous Hetsory.--Had suffered from fever, followed by

jaundice,in February, 1906. Thefever lastedtor about a month.
The presentattack of fever began on October 15th, without a
rigor, temperature rising high every evening, and fallingin the
morning. Gets slight perspiration on the face and chest atai hlt

7onditfon on Admi8sion into Ho8pital, and Progress.-Fairly nourished, tongue slightly coated, appetite fair, bowels
constipated, but no marked puffiness or tenderness of abdo-
men; gets headache when temperature rises, pulse 88 per

minutein the morning (temperature being 990), slight cough,no pain in the chest, breath soundsin the rightinfraclleicular
region harsh, and vocal resonance slightly Increased as com-
pared with the corresponding region of the other side. Sputum
examined on October 30th, and again on November 4th, for
uberele bacilli, with negative results, opsonicindexfor tubercle
on October 30th was 1.1. Had large doses of quinine at home
'before admission. In hospital sodii cacodylate J gr. twice a
dty and quinine sul-
phate

n
8 gr. every - : _ _ _

mnorniing weire ad- a V 1 /Rpninistered, without MEMM_MEMEMEM UE

prod.ucing any 0
change in the course
of the temperature.
On November 3rd, .04

,1

u
m .gr. of tuber- 1. - -

culin
R

wasinjected, 1030==
the other drugs con-
tinuing; the evening
temperature now be- 102

gan to fall, and
reached normal on
November 9th. DIs- '
charged on Novem-
ber 13th. Urine con- 0oo°_tatnstuberle bacilli.
The temperature
chartis attached. _ II

M_=_ =T 1C=I=V1_

CASE VI.
Bombardier P. of -

R3 Battery, R.H.A.,
aged 25, wasadmitted 9,7to hospital at Mhow
-on Ootober2offh, 1907,
with a history ofslight attacksoffever
for some months previou31y. The blood examination on.sdmission showed benign tertian malarial parasites; but,
during the subsequent course of the case, quininein1S-gr. doses twice a day had no effect on the fever, which
was continuous and irregularin character, ranginga8I
high as 1020 and 1030 for two or three days consecutively. He
had enterio fever three and a half yearsago, and moreover
Widal's reaction for typhoid was negative. The Illness began
on October 13th with pain in the abdomen, butespeoally in
theepigastric region, accompanied by vomiting;nausea was
marked feature throughout, theillness. The bowels were

regular, and the stools showed nothing abnormal. On admis-
sion to hospital the liver and spleen were not enlarged, abdc-
mnen not distended, but there was very distinct tendernessin
the epigastrium. Subsequently the liver began to enlarge, and
,onOctober 23rd he had a slight rigorin the morning, which In
conjunction with the continuance of the fever suggested
exploration for liver abscess; the operation wasoarried out
under chloroform on Ootober 299h with a negative result.
0n November 6th enlargement of the left lobe of the liver
was noticed, accompanted by paroxysmal painin the
epigastrium, at times extremely severe and unaffected by
taking food. The enlargement of the liver subsided and con-
valescence was slow, veryextreme anaemia being a marked
feature of the case. Oneof us discussing the case with Captain
Hudleston, R.A.M.C., suggested that It was.a case of acute
tuberculous fever, andhis urine was examined on Decemberlst,when there was no difficulty In finding tubercle bacilli, In
spite of the fact that he was free from fever and to all appear-
tancsonvalescing.
Here, then, was a ease with an acute beginning drifting

Into tuberculous cachexia. The above are cases of acute
-tuberculous fever; of equal Interest are those of tuber-
onions cachexia that follow this acute manifesta-

tion, and whose condition it is of equal importance to

diagnose.
CASH VII.

An officer, aged 48, commanding a regiment, came with a

history that fifteen years ago he had an attack of "f ever and

liver," and that he was then on the point of being explored for

liver abscess ; but an improvement In his condition did not

justify an operation, and he was invalided home. He

remembers the pain in the epigastrium, and that his liver

was found enlarged at the time by the doctorsin attendance.
Since then he has led an active life, and Is well knownin the
polo field. At intervals he has been liable to fits of depres-sion, high-coloured urine and profound lassitudein which he

has had to fore himeell to any exertion. One dootor years
ago said he thought there was somethiDg in the left apex.
I could find nothing now. He is spare and thin; the bowels
are, as a rule, regular, but he is liable to flatus. On two occa-
sions he has been to Carlsbad, and the trestment he reseived
there on both occasions madehim feel veryill. Treatment was

directed to his liver when there. One interesting symptom
which was noticed as he camein one of his attacks of lassi-
tude was an intermittent pulse when lying down, but not on

standing up, the third or fourth or fifth beat being dropped.
He knew of this, and also that when well nothing of the sort

existed. There were no physical signs whatsoever, except'thatthe temperature remained between 970 and 980, rarely rtbingto the latter point. Examination of the urine showed tubercle
bacilli, otherwise the urine, though of high specifio gravity
(1028). was normal. His opsonic index was 0.7-thatis, below
normal. The pitfalls in this case are that hisill-health might
be mistaken for some heart or liver derangement. He has now
been oDe month under tuberculin R.; hisindex rose to 1.0

then to 1.1, and is now 0.87. The urine stilloontainstuberolebacilli. He has- pUt
on 5 lb. in weight,

-
A2232 .

X

E2-S 13 feelswell, and the
ME M ME bEM EM_NE tWEM Mrmc pulse is regular,

explaining that
although debarred
from severe exeroise
his muscles have re-
mailed in excellent
condition. Againin
his case, when suf-

11 ff
_ _ _ + + T _ _ + _ fering from malase

a hard game of polo
used to relieve him,
and the interpreta-ti #1

I Ill
i= =-t= =t ti6n is that the op-

,sonic rise improvedI if I v
+ + _ l _ H his condition.

CAs8E viIr.qF I = I I_Arailway engineer
r1 r tt . __X_(European) came

withssymptoms
which had lasted for
two and ahalf years.
He had not been on
the sick list at all,
but had forced him-
self to continne at

work. He had lost
flesh considerably. Hisillness began with an acute
attack of fever lasting several days, and he dated !his
trouble from then. He remembered having severe painin
theepigastrium during the fever. I could find nothing the
matter with him afterhaving examined his lungs and
abdomen in the usual way, but noticed he was spare and
thin. Saspecting at once this was a case of tuberoulous
cachexia, his urine was examined for tubercle bacilli, and
theywere found in numbers. Under one monthoftuberculin R.
his improvement Is very noticeable.

CASE I-X.
We have under treatment a Mohammedan gentleman of

position and education, who has been suffering from dyspepsia
for fifteen years. He dates his troubles from an attack of some
rectal Inflammation, fissure and ulcer, whichoocurred fifteen
years ago. The dyspepsia is of the flatulent type, givinig ris
to puffiness and discomfort In the epigastrium.and his bowels
are always constipated. He used to weigh 15 -et., but of late
years has averaged between 10 and 11 st. His health has
been most indifferent, with attacks from time to time of head-

ache, pains In the limbs, high-coloured urine and occasional
fever. He has seeninnumerable doctors, weni to London and
Carlsbad, and was treated for liver and gout. I saw him first
five years ago, and gave the same opinion. Five months ago
he came with a patch of tuberculosis In the base of the right
lung; tubercle bacilli were found In the sputum and also In
the urine. He has Improved immensely under tuberculin.R.andthe opsonic treatment. The bacilli are noww absn tfro
thsal mount of expectoration left. Herethnisaae

of long-continued tuberculous cachexia culminating In tuber-
culosis of the lung. Three years ago his son died of sotst
phthisis. His opsonic Index has been taken throughout his
illneEs; from this we saw there never was an autointoxto&ln
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wlth tuberculin from the lung, and that the index
always showed a tendency to fall unles3 pashed up with
tuberculin R.

CASE X.
A young chief, aged 23, of the Fame family as the

above gentlemao, consulted us four montbs ago complaining
of malaise, lack of energy, and occasional fever, subsiding
apparently under quinine. He had lost flesh, and complained
of pain in the eptgastrium from time to time, not connected
with his meals, two years ago an attack ot similar pain was
relieved by santonin and the p&ssage of a round worm. On
this ocoasion it. fatled. His temperature was frequently
taken, and was generally below normal. His urine was
normal ; there wag no blood, pus or albumen, but it contained
tubercle bacilli. He oomplainea at times of a slight burning
when passing urine. His index has been kept high by injec-
tions of tuberculin R. during the last four mnonths. He has
regained his weight, his energy, and his appetite. Here, then,
is another ease of tuberculous cacbexta wshich, jndging from
the numbers of cases of phthisis whlch have manifested them.
selves in his famUy. would, we feel, hava rapidly drifted into
tuberculosis of the lungs.

CASE XI.
A young Hindu hospital assistant, more or less On attend-

ance on the above case, complained of weakness, dyspepsia.
and epigastric paip. There was nothingremarkable about his
previous history. His symptoms were of three months' dura.
tion. His opsonio Index was 0.9. An examination of his
urine showed tuberele bacilli.

CASE XII.
RB, a Hindu, aged 20, was admitted into the Charitable

Hosptit4j Indore, on October 7th, 1907, as he is a personal
servant of one. of ns. His previous history and the history of
his prqsent condition are well known. A year ago he suffered
from remittent fever lasting for three weeks, and was treated
by hypodermics of quinine, but wltbout much effect. His
recovery appeared to be complete. In September, 1907, he
was again attacked with fever, and though his lungs were
examined'carefully from time to time, nothing was fonnd
until early in Ootober-that is, a month after the commence-
ment of his fever_-when a patch was discovered in the base of
the right lung, and tuberole bacilli detected in the small
amount of expectoration. He was then admitted into hos-
pital, and his treatment by quinine hypodermics replaced by
tuberculin R. injretions. His opsonic Index has always been
high, showing autointoxication. The temperature continues
very bigh, with morning remissions; the Infection is, how-
ever, double, as pneumococcl were also found in the sputum.
This was injected 'info a guinea-pig, which developed acute
pueumocoocus septioaemia, and died on the fourth day. The
cocoi were found in the heart blood of the animal on post-
mortem examination. No tubercle badilli have, so far, been
detected in the urine of this patient. Here, then, is a case of
what we presume-to have been acute tuberculous fever a year
ago, de,veloping into localized tuberculosis ot the right lung
in September of this year, but complicated by pneumocccous
infection.

CASE XIII.
Private P., of the Carabineers, aged 24, came with a history

of malarial fever at Bangalore of a month's duration, in
September, 1906,;when he was treated by hypodermics of
quinine. He states that the highest point his temperature
rose to was 103.40. That the fever lasted for so long atime
in spite of qulnipe makes us doubt the correctness of the
diagnosts. Since then he has been in ill health. When seen
by us in November, 1907, he was anaemic, and explains that
he has lost weight. His appearance is certainly like that of
malarial cachextsa He suffers from pain and tenderness over
the liver and pit of the stomach-in fact. this was the first
symptom he referred to, calling it liver. There Is no marked
hepaticor splenio enlargement. On examination, his urlne
con'tained numbers of tuberole bacilli, and our diagnosis is
tone of tuberculous cachexia.

The writers have many other cases of acute tuberculous
fever and tuberculous cachexla on their books, and have
been astonished at the number they have been able to
lay their hands on during the last few months. They
feel that, some more and valuable light will be thrown
on the Important problem of Indian fevers by farther
investigations on the lines which they bave indicated,
and thts note is written with a view to point out to other
observers a line on which to proceed.

REFERENCE.
1 BBRISH MEDICAL JOURNAL, Beptember 24th, 1898.

AT the Franco-British Exhibition, to be opened next
May at Shepherd's Bush, there will be a large- section
devoted to foodstuffs and bevereges. The :French authori-
ties intend to make a very fine display of the natural
resources of their country in this section, and .it is
hoped that GEreat and GEreater Britain will also be well
represented..

ON THIE
SPREAD AND PREVENTION OF TUBERCULOUS

DISEASE IN PONDOLAND,
SOUTH AFRICA.*

By J. GR&NT MILLAR, M.B., CH B.GLASG.9
DISTRICT SURGEON, MEDICAL OFFICER OF HEBALTH, AND JUSTICE OF

THB PEACE, FL&GSTAFF, PONDOLAND.

OF the diseases to which the Pondo is subject, tuberculosis
holds -the first place. Not only is it much more common
than any other serious dieease, but, unfortunately, it is
also on the Increase. In bis annual report, just published,
Dr. Gregory, Medical Officer of Health for Cape Colony,
states:
Of all the diseases attacking the native and coloured, tuber-

culosis is by far the most important, and it is once more my
duty to call attention to the ravages of the population it is
causing, and to the extreme importance of the taking of publie
measures to restrain its further spread.
Commenting on the fact that when he first drew atten-

tion to the subject, some fifteen years ago, the warning
was received with little credence by the public, he
says :
South Afric3 was considered by most people as the one place

for the cure of the consumptive coming from abroad, anc&
surely, it was said, if it be a place to cure the disease, it can
hardly be a place where it should spread.. . . Figures, which
though incomplete are irrefutalle, have become -vailable, and
it is now no longer possible to doubt that this disease bids fair
to decimate the native and colonred races . . . unless a check
can be put on its progress.1

Dr. Gregory'a repDrt refers to the whole of Cape Colony,
but I shall confine my remarks to tuberculosis as it
affects the natives of Pondoland, a more or less moun-
tainous country forming part of a larger district known
locally as " The Native Territories'" (otherwise as
Kaifraria). It fornms the connecting link between Cape
Colony and Natal, and for administrative purposes belongs
to Cape Colony, to which it was annexed in 1894. The
climate Is temperate; the winter or dry season lasts
roughly from April untjl October, and the summer or
wet season from October until April. During the winter
season the climate is delightful, often cold at night and
in the morning, but during the day ample sunshine, much
like good summer weather In England. During the sum-
mer season there is a good deal of ratn, especially in
December. As a rale there ts no excessive heat, although
a temperature of 900 F. in the shade is common, whilst.
sometimes the temperature reaches 1000 F.
The Pondos are not in any way physically degenerate.

They are not, on the average, very tall; and, although not
as fine a race as the Zalus, they are stoutly and sturdily
built. The great majorityof tbem are known as "Red
Kaffirs," from their custom of smearing their bodies and
hair with red ochre. They might equally well be called
"blanket," as a blanket hung from the shoulders is -the
only garment they affect. There is, however, an ever-
increasing number who are becoming civilized to the
extent of wearing European clothes.
Pondoland is one of the chief recruiting fields for the

gold mines of the Transvasl; and, after a careful con-
sideration'of the subject, I have no doubt that this is the
primary cause of tuberculosis amongst the Pondoe.
.Medical opinion here is agreed that the native races are
naturally very susceptible to the dieease, and that their
powers of resistance to it are very low.
A young man goes up from this district to work in the

mines at Johannesburg. After working there for some
stx montbs or a year-wbere, It must be remembered,
the conditions of life are totally different to what he has
been accustomed to, for example, the atmosphere of the
mines, the dust, the hard work, etc.-he happens to con-
tract phthists, as likely as not from a fellow worker, after
which he returns home to Pondoland, where the manner
of living is pre-eminently calculated to favour the spread
of the disease. Two main factors are the overcrowding of
huts, and the filthy and disguating babit of indiscriminate
spitting.
The overcrowding Is probably worse than anything that.

could be foud in an East End slum of a great city at
home. One may seee some 80 people-men, wromen, nd

* This paper has beenl somewhat abridged.


